Mobility: The questions on going outdoors and managing stairs missed about 20% of the disability present, but those on washing, dressing, getting around indoors, going to the lavatory and getting in and out of bed were not nearly sensitive enough, missing about two-thirds of the disability. Economic need: The screening questions missed about one-third of those eligible, and also misclassified about a third of those who were not eligible.
Mobility: The questions on going outdoors and managing stairs missed about 20% of the disability present, but those on washing, dressing, getting around indoors, going to the lavatory and getting in and out of bed were not nearly sensitive enough, missing about two-thirds of the disability. Economic need: The screening questions missed about one-third of those eligible, and also misclassified about a third of those who were not eligible. Hearing: The screening questions missed more than half of the people who had a hearing loss greater than 40 decibels. Summary The main findings on the validity of the questions were that they were reasonably satisfactory for chiropody needs, visual disability and ability to go outdoors, but not sufficiently good to use in screening for indoor mobility disabilities, supplementary pension needs or hearing difficulty. The development of more sensitive questions or tests is needed in these last three areas. A follow up of all people who had been recommended for treatment found that less than half had in fact received treatment. The commonest reason for this was that the old person himself had not taken up the offer of treatment. Although, because the study was fooussed on a research investigation, the screening and referral system was not typical of what would happen in real life, these findings certainly make one cautious about the size of any benefits to be derived from screening elderly people for these conditions.
There is not yet any hard evidence (which can only come from a comparison between screened and unscreened people) that detecting and treating disabilities early is effective in keeping elderly people living comfortably and happily at home rather than in physical and mental distress or in institutions. Hopefully, future research will show firm evidence of benefit, but until it does perhaps we should not intervene too actively, lest by doing so we merely make the old people more dependent on others, without achieving our aim of improving the quality of their lives.
Meeting 21 March 1973
The Art of the Interview Dr Ian Tait (Aldeburgh, Suffolk)'
There is a certain way in which I quarrel with the use of the term art and that is in our habit of describing as an art anything we have decided we do rather well but cannot tell anyone else how we do it. We have, for instance, the art of living, the art of cooking, even the art of relaxing. We seem to imply by the use of the term art in this way that there are mysteries in these activities too delicate and rare to withstand analysis and definition. Indeed, the mystification of the activity seems almost wilfully intended. However, when we come to subjects which we presume to teach others we cannot hide behind it. Every doctor must master the so-called art of the consultation and he has to be taught how to do this. The art must become a defined and teachable skill. I would like then to look at the consultation in this way, but before I start to do so I must introduce two concepts of importance to my themedisease-centred and person-centred perspectives in medicine. All doctors must use both of these orientations but it will be useful to differentiate between them.
'Requests for reprints should be addressed to: Westfields, Park Road, Aldeburgh, Suffolk, IPI 5 5EN Disease-centredperspective: As doctors we have a clear responsibility to make available to our patients the benefits of scientific medicine. To help us to do this we have a tool of great precision and effectiveness, the medical history. This is the instrument of disease-centred medicine. It seeks to answer the question: 'Is this patient suffering from some recognizable disease or disturbance of body function that we can explain in terms of our knowledge of anatomy, physiology or pathology?' Person-centred perspective: The practice of medicine involves not only the treatment of disease but the management of people who are ill, or in need of our help for some other reason. To do this part of his work, a doctor requires a 'diagnosis' to guide his actions just as much as in diseasecentred medicine. What are the diagnostic objectives that are to person-centred medicine what the organic diagnosis is to disease-centred medicine? What information does a doctor need to gain to guide his management of his patient in terms of his individual personality, situation and needs? The broad areas in which the doctor must seek adequate knowledge and understanding are framed by the following questions: (1) To answer these questions is to arrive at a person-centred view of a medical problem, but I have not answered the all-important question, how does the doctor do this in the medical consultation? For the moment, the essential point I wish to make is that the traditional technique of medical history taking is not a sufficiently effective instrument for this purpose.
The Patient Interview
The interview technique we need in order to make our diagnostic assessment in person-centred medicine is in fact different in important respects from the traditional medical history. We should recognize this fact and give it another name. Let us call it the patient interview. What do we know about this kind of patient interview as opposed to medical history taking? It has two particularly important differences. First, it consciously sets out to explore the feelings and emotions of the patient and uses techniques of interviewing that make this possible. Secondly, it uses the actual experience of the relationship between the doctor and his patient in the consultation as an important diagnostic fact in the doctor's search for knowledge and understanding ofhis patient.
I am suggesting then that in considering the medical consultation we should differentiate between two different processes that are taking place. One is the diagnosis of disease states which is achieved by the use of the traditional medical history. The other is the understanding of a sick person, which may require a different technique. I have called this the patient interview. Doctors need to use both these techniques, and, what is more, they have to learn to do so within the context of a single consultation.
Medical education lays great stress on teaching a student to take a competent traditional medical history, but it gives him little help in developing skills in patient interviewing. It is in this aspect of the medical consultation that the doctor is likely to find his skills deficient.
There are two ways in which we can look at the consultation to help us to see how the personcentred perspective is of importance. The first of these is in terms of the behaviour of the doctor and his patient within the context of the consultation; the second is to look at the range of information about his patient and his life that the doctor needs to know. The first focuses our attention on the process by which information is gained, while the second is more concerned with its content.
Behavioural analysis of the consultation: Fig 1  shows diagrammatically steps in the consultation which invite us to apply the findings of the behavioural sciences to our understanding of the consultation and to the behaviour of the doctor and the patient within it.
First, the doctor and the patient meet. They both have expectations and needs which can be thought of in both sociological and psychological terms. Difficulties in the consultation may arise because of incompatabilities or conflicts between these mutual expectations and needs. If the consultation is to succeed, they must be resolved. The doctor must see that this happens.
In the process of the consultation, doctor and patient communicate. Such communication is both verbal and non-verbal. It is the doctor's responsibility to monitor and facilitate this communication in such a way that his patient's true needs are revealed and necessary information obtained.
In the process of communication, however, it is not only information that is gained. Communication establishes a relationship. The nature of this relationship is important for the succe s of the consultation. The doctor must understand what kind of relationship is needed, and see that it is achieved.
Finally, the doctor uses the information he has gained and the relationship he has formed to advise and treat his patient. Person-centred aspects of the consultation: The second way in which I wish to view the consultation is to look at the kind and extent of information that has to be obtained by the doctor in terms of the person-centred aspects of medical care.
One useful way of doing this is to apply the concepts of crisis theory to our understanding of the consultation and the doctor's task within it. In a sense every consultation can be thought of as a crisis for the patient because he seeks help for a situation in which his own personal resources, whether they be physical, psychological or social, are proving inadequate to his needs. Crisis is a state of psychological flux in which old methods of coping have to be rejected and new ones found. An individual cannot remain in crisis; a solution of a sort is inevitable. The vital point at issue is the quality of that solution. In terms of our thinking as doctors, we can call a good way out health, and a bad way out illness.
In deciding the outcome of crisis, two main groups of factors are of importance: the personal characteristics and resources that the individual already possesses, and the influence of those people most closely associated with the person in crisis. A doctor needs to be able to assess these factors and plan his intervention in a way that encourages a 'healthy' way out of crisis. To be able to do this he must, of course, have adequate information about his patient. Essentially, the questions he has to answer are those already suggested earlier in this paper; namely, what kind of person with what strengths and weaknesses faces what kind of situation with what stresses and supports.
The question 'what kind of person' implies the need to make some kind of 'diagnosis' of the personality of a particular patient in terms of our knowledge of the physical, psychological, social and cultural influences that go to create personality. The question 'what stresses and what supports' indicates the need not only to diagnose the stress that is the precipitating cause of the patient's illness, but also to make an assessment of the influence of those people and circumstances most closely involved with the individual. These will include his family and close friends, and professional care givers, amongst whom will be the GP himself and other unofficial care givers.
The GP is often the person best placed to assess the effect, both actual and potential, of these various people and agencies, and, having done so, to try to see that their influence is beneficial.
A conceptual framework such as this allows us to see the theoretical range of information that the doctor may need. Clearly, the extent of the information required is very variable with different patients and at different times. The GP gathers his information from many sources and over long periods of time, but it has to be brought together and used within the setting of the consultation. No one supposes that all that needs to be done can be achieved within a single ten-minute interview. We have to remind ourselves that, in a very real sense, the consultation in general practice lasts as long as the patient remains on the doctor's list. This is what continuing, personal, medical care is all about. A doctor must choose what it is important and practical to achieve in the time available. Perhaps it is in deciding what is the right thing to do at any particular time that we have to admit defeat in the attempt to exclude art from the consultation. She is after all indispensable, she is the 'art' of the possible. What are the implications for medical education in the future, of the view which Ian Tait has put before you concerning the clinical task? To discuss this question I shall first refer to the place of Balint seminars in postgraduate education in general practice. Second, I shall present something of my own experience of teaching vocational trainees in general practice. Third, I shall put before you some evidence of teaching of undergraduates in the setting of general practice. Each of these pieces of evidence has important implications for the other, and they modify our views of what will be needed in the future.
Balint Seminars
The work of Michael and Enid Balint (Balint 1957) with GPs started at the Tavistock Clinic in the 1950s and has since achieved world-wide acclaim. Their training/research seminars, based on case discussions by a group of GPs usually led by a psychoanalyst, resulted in a whole new vocabulary with which it became possible to describe the commerce between doctor and patient. Not only was the patient as a person examined, but also the doctor as a person. New light was thrown on areas of our knowledge, skills and attitudes where light is often unwelcome, but enormously revealing. Resistances: We have now learned that there are considerable psychological resistances to this sort of seminar training. The problem is that doctors are ordinary human beings whose professional work demands that they come face to face with a great deal of human misery and suffering. Much of what they seethe malformed infant, the young mother dying of carcinomatosis, the neurotically unhappydemands from them an endurance of misery which they are helpless fundamentally to modify.
Much of the work in the Balint seminar is concerned with what Balint himself called 'unlearning'. By this he meant that the doctor has to "Requests for reprints should be addressed to: 167 Bridge Road, Grays, Essex
